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CHAPTER I
FORMULATION AND STATEMENT OF THE PROBLEM
Cerebral vascular accidents are a major health problem in the United
States and are the nation’s leading cause of long-term disability (Kannel
et al, 1957). Rehabilitation offers a means whereby persons disabled
after a stroke can be returned to patterns of daily living as close to
normal as possible (Peszczynski, 1972). Rehabilitation efforts are
geared toward reduction of residual disabilities and utilization of
patient’s remaining abilities to assist him in reaching and maintaining
his optimum level of physical, social, psychological and vocational
function (Rusk, 1971). It is frequently necessary for the interdisciplin­
ary rehabilitation team to manage the patient’s learning new behaviors in
order to accomplish these objectives (Sand, et al, 1970).
Theoretical Framework
Operant conditioning is based on the learning theory that if a be­
havior is followed by a reinforcement, the probability of that behavior
recurring is increased (Pigott, 1969). Although operant conditioning has
developed from several sources, from Pavlov to Thorndike to Skinner and
others, the current concepts are those contributions of operant learning
developed by B. F. Skinner from Thorndike’s law of effect (LeBow, 1973,
p. 13).
In contrast to views which assume behavior problems to be symptomatic
of underlying personality problems (internal events), behaviorists assume
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behavior to be learned (Bigge, 1971 and LeBow, 1973). In operant con­
ditioning the sequences of a particular behavior is arranged to insure
an increase in its probability. This is accomplished by either positive
or negative reinforcement. Positive reinforcement rewards the individ­
ual with something he wants. Negative reinforcement consists of fol­
lowing the desired response with removal of an adverse stimulus, either
by permitting the response to end the stimulus (avoidance conditioning)
or by providing an opportunity for the individual to escape the stimulus
(escape conditioning). Conversely, the probability of a behavior occur­
ring can be reduced by arranging adversive response consequences (punish­
ment) , (Azrin and Holt, 1966, Pigott, 1969).
To change behavior one must identify the reinforcers to which an in­
dividual is responsive and define the circumstance and response require­
ments necessary to receive them. Practice without reinforcement leads to
extinction. This can be achieved by withholding reinforcement or by over­
satiation, a process resulting in loss of the reinforcing property
(Pigott, 1969 and LeBow, 1973).
Health personnel must be aware of their responses which contribute 
to the patient’s dependent behavior. In a study reported by Mikulic
(1971) in which patients’ independent and dependent behaviors were ob­
served, the nurses more consistently provided positive reinforcement for
dependent behavior, thus promoting dependency.
Statement of the Problem:
Search of the literature revealed no studies specifically dealing
with operant conditioning in teaching stroke patients to dress. The
successful use of this intervention in other areas of patient care led
3
to the belief that same principles might apply to relearning dressing
The intent of this study was toskills lost as the result of a stroke.
determine whether the use of operant conditioning in teaching dressing
skills to medically stabilized stroke patients would facilitate re­
learning these skills and thereby assist them in gaining their potential
in self-care independence. The purpose of this study was to try a pro­
gram of operant conditioning to enhance teaching dressing to medically
stable hemiplegic patients.
Assumptions
Rehabilitation of a stroke patient is usually necessary to1.
help him achieve his potential functional level.
2. Ability to perform again the basic skills of activities
of daily living (ADL) enhances the individual’s feeling
of self-worth and dignity.
Scope and Limitations of the Study
This exploratory descriptive study included case studies of six
patients within a west coast medical center who had a weak or flacid
arm as the result of a stroke. Since successful rehabilitation is
tempered by the patient’s acceptance of and adaptation to his condition
(McDaniel, 1969, p. 49), the study was limited to those patients who
were capable of and willing to cooperate with the investigator.
Definitions
1. Operant behavior refers to voluntary behavior, the rate of
which depends on its consequences.
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2. Operant conditioning is the increment of a behavior by
reinforcement.
3. Reinforcement indicates rewards delivered contingent upon
the desired behavior with the purpose of accelerating that
behavior.




The review of literature is divided into two sections for the pur­
pose of presenting a background for the study. As the reader traces the
historical progress of behaviorism through its development into current
theoretical concepts and a review of studies of operant conditioning in
various types of chronic illnesses, the relevance for this study will
become more apparent.
DEVELOPMENT OF CURRENT BEHAVIORAL CONCEPTS
The advent of behaviorism in America about the year 1912 disrupted
the traditional introspective, or subjective concept of psychology domi­
nating American psychological thinking until that time. Behaviorists
supported the theory that all behavior was a learned way of adjusting to
the environment. Their focus was on overt behavior which was objective, 
external and observable (Watson, 1930, p. 1 and Brown, 1968).
Foundations for behaviorism were laid through animal research during 
the late nineteenth and early twentieth centuries. During his study of 
digestive glands and their relationship to the higher mental processes, 
Russian physiologist, Ivan Petrovich Pavlov (1849-1936) developed the 
concept of classical conditioning from his experiments with dogs. He 
learned that when a tone was sounded simultaneously with offering the 
dog food, the animal would eventually salivate in response to the tone
in absence of the food. The dog had become '’conditioned" when he
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responded to the tone in the same way he responded to the appearance of
food (Pavlov, 1928, Chapter 3 and 1955, Part V).
Acceptance of Pavlov’s concepts in America was enhanced by the
eagerness of psychologists to place the study of psychology within a
scientific, analytic and objective framework. Contemporary with the
work of Pavlov, American psychologist, Edward L. Thorndike (1874-1949)
experimented primarily with chicks, dogs and cats. From his research
was developed a system of psychology known as ’’connectionism1’ or 
’'stimulus-response” (S-R) psychology. A tendency to respond in a pre­
viously established way is the meaning of the term "connectionism".
Learning was believed to occur when a "link" or "bond" formed between
a stimulus (situation) and a response, S-R bond.
Laws of Learning by which connections were thought to be made or broken.
Thorndike developed
His Law of Exercise states when a connection is made between a situation
/
and a response, increased use strengthens the response. The Law of
Effect states when a connection is made between a situation and a re­
sponse, and the response is associated with or followed by a satis­
faction, the strength of the connection is increased. Conversely, when
the response is associated with or followed by an annoyance, the 
strength of the connection is decreased. The implication for this law in
the learning process is that correct responses should be followed with
pleasure, satisfaction, or rewards (Thorndike, 1913).
Thorndike’s influence dominated the fields of education and psy­
chology in the United States for nearly fifty years. He pioneered the
field of educational psychology and developed it on a broad scientific
basis. He advocated measuring learning through behavioral objectives
7
and believed changes in behavior resulted when learning occurred.
(Thorndike, 1962, Chapter 1).
Another psychologist whose influence enhanced the establishment of
behaviorism in America was John B. Watson. His theoretical concept was
based primarily upon conditioning and the resulting observable behavior. 
Building on Pavlov^ "conditioned reflex" concept and accepting certain 
of Thorndikefs theories while rejecting others, Watson sought to further
enhance the scientific study of behavioral psychology (Watson, 1929 and
1930, Hilgard and Marquis, 1961, pp. 23-26).
Of other prominent behaviorists, the contributions of B. F. Skinner
is of particular significance to this study. Skinner made a distinction
between respondent and operant conditioning, and proposed a purely be-
From Thorndike1s Law of Effect he developed the theoryhavioral system.
of operant conditioning which emphasized learning to be under the control
of its consequences. His research with animals and fowl, and his many
publications expounding various aspects of operant conditioning has re­
sulted in this approach being one of the most widely known and accepted
in the area of behaviorism (Skinner, 1938, 1953, 1959).
IMPLICATIONS FOR OPERANT CONDITIONING IN REHABILITATION
Operant conditioning offers health personnel a different method for
accomplishing their tasks and goals. Nurses can use this tool to help
their patients, the patient can use this method to help himself, the
family can support the efforts of the health team and all staff can




A frequent goal in rehabilitation is that of relearning to walk.
Several studies have been written regarding teaching cerebral palsy and
multiple handicapped children to stand and ambulate through the use of
behavior modification techniques (Rugel et al, 1971, Kolderia, 1971,
Berni et al, 1971, and Chandler and Adams, 1972). Rewards were individ­
ualized and altered according to the child’s responsiveness and to keep
motivation high. Rewards included attention from the staff, music.
candy, games and praise. Significant improvement occurred in each in­
stance.
Similar results have been achieved in adult patients. Fowler,
Fordyce and Berni (1969) reported marked improvement in a 33 year old
woman with partial paralysis of the legs. When the patient was rewarded
with attention for "well" behavior rather than for "sick" behavior, she
improved from being able to tolerate only 60° after four weeks on the
tilt table to that of ambulating two lengths between parallel bars after
eleven days of operant conditioning. Fifteen days later she was crutch
walking.
Two elderly nursing home residents, studied by MacDonald and Butler 
(1974), increased their walking from zero to forty feet each day for ten 
days in the case of the first resident, and from zero to 37.5 feet for
fifteen days in the case of the second resident, when behavior modifi­
cation procedures were included in the environment. The reinforcements
utilized were promptings, social interaction and praise. Social inter­
action included conversation about topics which were of interest to the
subjects. The conversations were maintained during the entire walking
period.
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Inadequate Fluid Intake and Eating Disorders;
Urinary complications are a leading cause of death in spinal cord
injured patients with indwelling catheters (Bors, 1957, Pratt, 1971,
Comarr, 1974). The consumption of large quantities of fluids helps
counteract these complications. Traditionally, extra time and attention
is given, urging the patient to drink more when his intake and output
falls below the amount necessary for urinary hygiene, rather than giving
extra attention when his drinking behavior meets the necessary criteria.
When this process is reversed, fluid intake has been found to increase
significantly. The desired behavior can be shaped when objective, up-
to-date records are kept of the fluids consumed.
In a seven year study (Sand, Fordyce, and Fowler, 1973), ninety-
three spinal cord injured patients were responsible for keeping their
own fluid records and charts up to date, or for reminding the nursing
The patients1 fluid intake and output records werestaff to do so.
posted daily. A planned program of social responses were used on medi­
cal and nursing rounds to reinforce improved fluid intake and output.
and to extinguish or avoid social reinforcers following inadequate fluid
intake and output. When the amount of fluids consumed was in excess of
3,000 cc the nurse spent time talking with the patient. If the amount
was less than 3,000 cc, the nurse left the room without comment after
finishing the task she came in to do. Two methods were compared for
increasing fluid intake: (1) The information approach—the staff ex­
plained and emphasized the importance of increasing fluid intake. (2)
A behavior modification approach. This method proved to be significantly
more effective.
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Other studies using behavior modification to increase fluid intake 
include those reported by Fowler et al, 1969 and Berni et al, 1971). 
Similarly, eating disorders have been modified (Stunkard, 1972) by
operant conditioning methods.
Chronic Pain:
Chronic pain, according to Fordyce (1973), is the result of learned
Pain behavior may be classi-behavior over an extended period of time.
fied as an operant because it is usually followed by favorable conse-
This behavior may continue or become more intense after thequences.
pathologic stimulus has decreased or disappeared, with little or no
The pain habitdirect relationship to the initial pathological stimulus.
occurs when the pain behavior is reinforced and the well behavior is not
The pain habit can be reinforced by avoiding un- 
The "working to tolerance" plan rein-
adequately reinforced.
pleasant or aversive activities.
When rest is aforces pain behavior by making rest contingent on pain.
reinforcer, the pain behavior increases.
To change the pattern of pain behavior, first, identify the rein­
forcers to the pain behavior; secondly, increase physical activity;
third, decrease and eventually eliminate analgesics. The consequences
of pain behavior can be modified by: (1) Identifying the behavior to
be increased, maintained or eliminated, (2) Determining effective rein­
forcers and, (3) Controlling the environment to regulate the consequences
Those responses which are incompatibleof the behavior to be influenced.
with the nonproductive behavior must be encouraged (Fordyce, 1973).
Other studies illustrating successful results by using the above model




Martin et al (1971) described a study of operant conditioning to
teach severely retarded girls to dress. Thirty girls, ranging in ages
Principles of chaining, fading.from seven to twenty were studied.
positive reinforcement, extinction and time out were employed. The
study was limited to those participants who could follow simple commands,
were toilet trained and could feed themselves with a spoon. The train­
ing sessions were 15-30 minutes in duration on a one-to-one ratio, sub­
ject to experimenter. Correct responses were immediately reinforced
Incorrect responses were followedwith verbal praise and bites of food.
by a sharp "no" and time out for ten seconds. As the subject progressed
through the steps of putting on a sweater, she was required to perform
all previously learned steps in each trial for a single reinforcer. By
the time she could score "l" in all the steps, she would perform the
The total average amount ofentire sequence for a single reinforcer.
time required to teach the subjects to put on a sweater was 10 hours
and 54 minutes. Seven hours and 26 minutes of that time was spent
teaching the subject to discriminate between the right and wrong sides
of the sweater.
Using behavior modification, Lemke and Mitchel (1972) reported the
results of teaching a 12 year old retarded child to feed himself and to
modify undesirable behavior. The child was trained at mealtime by using
food as a reinforcer.
Roberts et al (1969) enlisted the cooperation of a paraplegic
patient with life-threatening decubitus ulcers to unlearn and effective­
ly relearn specific habit patterns by appropriately manipulating rewards
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and punishments within the patient’s environment. He was rewarded with
coffee coupons until alternate rewards such as favorable responses from
other people served as continuing reinforcers.
Other studies include 38 geriatric patients studied by Gillner et
al (1969) to increase activities of daily living skills, and Grosicki




The case study approach was selected as the preferred method to de­
scribe experiences with six hemiplegic patients in this study. This
method seemed to be particularly appropriate because of the variation in
site, degree of injury and residual effects of the cerebral vascular
accident each patient had experienced. It was necessary to study each
patient and to adjust the dressing program to his individual needs.
Criteria for Selection of Patients:
Participating in the study were six patients, three females and three
males, ranging in age from 44 to 77 years. Each had experienced a stroke
which left him with residual weakness or paralysis of an upper extremity.
The participants were medically stabilized, in-patients of a western
medical center.
Prior to making a decision regarding the suitability of a patient for
the study, the potential subject was visited in his room. My first ob­
jective was to establish rapport. This was accomplished by calling the
patient by name, introducing myself as a rehabilitation nurse and explain­
ing to him that I was working with a selected number of patients who had
experienced strokes to teach them to dress themselves. The patient was
asked if this was something in which he would be interested in partici-
If his answer was in the affirmative, I proceeded to explain thatpating.
having a stroke leaves one with problems that show up in several ways and 




First, the patient was asked to use his unaffected hand to raise his
affected arm. The ability to perform this simple task helped rule out a
variety of problems frequently encountered as the result of the cortical
damage sustained from a stroke. Some of the problems I desired to rule
right-left body disorientation; atopagnosia, in which there is 
loss of sensation in the affected body part and which frequently results 
in the patient’s ignoring that part of his body; ansognosia, or ignorance 
of the presence of disease or disability; and, receptive aphasia, in which 
case the patient cannot understand spoken language (Ruch and Patton, 1965). 
Success of the study depended, in part, on the patient’s intact receptive 
ability and on his ability to correlate and carry out purposeful activity.
His body image concept and his perception were further evaluated by 
asking him to draw a picture of himself as a person.
out were:
In order to learn
something about the patient’s role within his family structure as well as 
to evaluate his recent memory, he was asked to tell something about his 
family and when a family member had last visited. If recent memory was 
intact, this suggested the patient could retain memory on a day to day 
The patient’s sensation in the affected extremity was tested by 
asking him to close his eyes while I lightly touched the arm and asked
basis.
him to tell me where he had been touched.
General Procedure:
After the above limited neurological evaluation was completed and if
the patient agreed to participate in the study, further information was 
given regarding the program. He was assured that the time he spent in
the study would not interfere with his other scheduled activities and
therapy, that the sessions would be spaced to permit rest periods between
15
this program and his other activities, and that there was no charge for
his participation. I told him I would tell him when he was doing well
and showing improvement. He was shown a sample of the dressing progress
chart and an explanation of the ways he could earn the red discs was
given. Opportunity was provided for him to ask questions.
In order to illicit cooperation and support of the family, I tele­
phoned or spoke in person to the patient's nearest relative and explained
the program as it had been discussed with the patient. An appointment was
made with the patient to begin the program the following day. A copy of
the contract form was left with the patient to be read and signed by him
and to be discussed with his relative.
Each teaching session was conducted at the patient's bedside with
the patient sitting in a chair. The teaching was done on a one-to-one
basis and the sessions lasted from fifteen to thirty minutes, depending
on the amount of fatigue or emotional strain experienced by the patient.
There was an average of five sessions per patient. The study primarily 
involved dressing the upper body in a shirt or blouse that buttoned down
the front.
Baseline Dressing Behavior:
The patient's ability to dress himself was established by handing
the garment to be used in the study to the patient on the first day of
the session and requesting that he show how much he could do before I
gave him any instructions.
Specific Procedure:
The task of dressing in a shirt or blouse was broken down into eleven
The patient proceeded from one step to the next in logical sequence.steps.
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The steps below appear in illustrated form in Appendix A. 
included shaping behavior accomplished by rewarding the patient’s 




Identify right and wrong sides.1.
Place on lap, label facing up, collar next to abdomen, shirt 
tail draped over knees, sleeves unbuttoned.
2.
Pull sleeve upPick up affected hand and put into sleeve, 
over elbow.
3.
Raise arm out and up toPut unaffected hand into armhole, 
push through sleeve.
4.
Gather back of shirt from tail to collar. Hold gathered 
shirt up. Lean forward. Duck head and pull shirt over 
head.
5.
To straighten shirt: Lean forward. Work shirt down over 
shoulders. Reach back and pull tail down.
6.
Match button to correct buttonhole.Line up shirt fronts, 
beginning from bottom.
7.
Place buttons into buttonholes from bottom to top.8.
Unbutton shirt.9.
Lean forward. Use good hand to gather shirt up in back of 
neck. Duck head. Pull shirt over head.
10.




The Dressing Progress Chart: A 12 x 18 inch dressing chart was
formulated for each patient and posted on the wall at the foot of his
Steps for the dressing process were outlined and numbered from one 
to eleven, beginning from the bottom of the page and working up (see
bed.
accompanying sample. Figure 1). When the patient completed a step
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without physical or verbal assistance, a large red disc was affixed in
If the patient was unable to complete the stepthe respective column.
without my giving him physical assistance, the space for that day was
In addition to serving as a positive reinforcer, the chartleft blank.
also served as a daily progress record.
Immediate praise was given on a graduated scale accordingPraise:
to the patient’s effort and achievements. He was praised for his efforts
in attempting to follow instructions whether or not these attempts re­
sulted in actual achievement of conquering a step in the dressing program.
i.e., "That was a good try. You are really working at it." As he pro­
gressed, my remarks were, "Great! Yesterday you couldn’t do that. Today
"That was very good!" "You remembered how you did thatyou did it!"
yesterday." When the patient succeeded in performing a step, my remarks 
were, "Congratulations! I know that wasn’t easy." Family members, the
patient’s physician, staff members and visitors reinforced the patient
by noticing the progress his chart indicated he was making and by prais­
ing his progress.
Ability to dress: As the patient progressed, the increasing ability 
to dress himself became a reinforcement. The patient was encouraged and
rewarded by his own progress.
18
SAM PLE
Indicates patient performed 
f I step with verbal assistance 
t I only.
Indicates patient performed 
step with neither verbal 
or physical assistance.
Steps 1Days 2 3 A 5
#11
Take shirt off the good arm 
Take shirt off the affected arm.
#10Lean forward. Use good hand to 
gather shirt up in back of neck. 




Place buttons into buttonholes 
from bottom to top.
#7
Line up shirt fronts. Match 
button to correct buttonhole 
beginning from bottom.
#6 To straighten shirt:
Lean forward. Work shirt down 
over shoulders. Reach back and 
pull tail down.
#5 Gather back of shirt from tail to 
collar. Hold gathered shirt up. 
Lean forward. Duck head and pull 
shirt over head.
#4
Put unaffected hand into armhold. 
Raise arm out and up to push through 
sleeve.
#3
Pick up affected hand and put into 
sleeve. Pull sleeve up over 
elbow.
#2 Place on lap, label facing up, 
collar next to abdomen, shirt tail 
draped over knees, sleeves
nnhut- trmprl .




The patients studied varied in age, sex, length of time post-stroke
physical deficits, progress and response to reinforcers. Evaluation of
each one was made immediately after the sessions ended and again in a
follow-up evaluation several days or weeks later. The results are pre­
sented in descriptive form.
Case Number One:
Mr. E. was a 65 year old, recently retired farmer from Iowa, While
he and his wife were visiting his sister in a town near the Medical Cen­
ter, Mr. E. awakened one morning with paralysis of the left side of his
body. He was brought to the Medical Center by ambulance from his sis-
terfs home. The patient's hemiplegia resulted from vascular stenosis
and occlusion of the right internal carotid artery bifurcation. A few
days after the stroke, an endarectomy of the involved artery was per­
formed. Although weakened, some return of function occurred in the leg
but his left arm remained flaccid. The physical therapist who was
working with Mr. E. referred him to me as a likely candidate for my
study. I began working with him twenty days after his stroke occurred.
Although Mr. E. was weak and was having some urological complicat­
ions when I first visited him, he was eager to participate in the study
and willingly signed the consent. His wife was present on this visit.
She provided support and encouraged the patient at that time and through-
She and/or his sister was pre-out the time I worked with her husband.
sent for four of the five sessions.
19
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The initial assessment revealed Hr. E. to have no noticeable im­
pairment of recent memory, to be able to understand and follow instruct­
ions, to perform purposeful movements and to be aware of the affected
He omitted the arms on the "Draw a Person" test untilupper extremity.
He drew them in appropriately afterhe was asked where the arms were.
that reminder.
It was on a Tuesday that I began working withThe First Session:
When given the op-Both his wife and his sister were present.Mr. E.
portunity to show what he could do prior to instructions. Hr. E. was unable
With verbal instruction and demonstrationto complete any of the steps.
he was successful in identifying the right and wrong side of the garment 
and placing it properly across his lap. He required physical assistance 
in pulling the sleeve over his affected arm, gathering the garment to 
pull it over his head, in adjusting it to fit his body comfortably and
in buttoning. He was unable to remove the shirt. The first session
lasted twenty-five minutes.
He appeared to have minimal perceptualMr. E. worked determinedly.
problems to interfere with his progress. His problem-solving ability was 
good. He appeared to tire rather rapidly. It was important to schedule 
the sessions to give him time to rest before and afterward. The initial
dressing chart did not include steps for removing the shirt. It was
These steps were in-apparent this was a necessary part of the program.
eluded after the first session.
Mr. E, appeared to be highly motivated and determined to relearn this 
His wife, his sister and I reinforced him by praising him for his
The red discs were applied to the chart
skill.
efforts and his achievements.
21
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appropriately for the steps he accomplished without physical assistance.
The reinforcement measures seemed to encourage this patient and he ap­
peared to be pleased with the success he experienced during that first
session.
The Second Day: On the second day, Mr. E. remembered the procedure
used the previous day and proceeded to place his affected arm into the
sleeve first according to the instructions. He had difficulty pushing
the sleeve up over the affected elbow because of the flaccidity of the
arm muscles. This ability required much practice. He was able to ad­
just the shirt almost enough to meet in the front for buttoning and he
accomplished one-handed buttoning with a small amount of assistance. He
was able to remove the shirt with minimal assistance in gathering it up
in back of his neck. This session required twenty minutes. His accomp­
lishments and progress were praised and the dressing chart was updated
to indicate his progress.
Interruption in the Program: On Thursday, a trans-uretheral resec-
I visited him on Thursday and Friday, buttion was performed on Mr. E.
the sessions were not resumed until the following week.
When the sessions were resumedThe Third. Fourth and Fifth Days:
on Monday, Mr. E. remembered the things he had learned during the pre-
He demonstrated progress and seemed to be well on his wayvious week.
He remarked that he was getting much attention andtoward independence.
praise from his doctor, the nursing staff and his visitors when they
noticed his dressing chart. He seemed pleased with this attention.
By the fifth day, Mr. E. was essentially independent in dressing
He could put it on, adjust it, button it and remove itwith a shirt.
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without assistance and within approximately seven minutes. Although it
was not included in the study, he requested assistance in putting on his
This I gladly did, showing him how to place his affected handtrousers.
into the left pants pocket to keep them from slipping down when he stood
to button and adjust the belt. Using his cane, he walked around the bed
f,Now I amand toward the door, obviously proud of his accomplishments.
ready to go home to Iowa," he said.
Mr. E. was discharged from the hospital three days later. On the
day he left, he dressed himself when his wife placed his clothing within
his reach on the bed. Among the things he packed to take home was his
dressing chart.
Evaluation: Mr. E. had mild perceptual impairment as indicated by
his initially omitting the arms on the "Draw a Person" test. His moti­
vation was high and family support was excellent. Although the training
program was interrupted by surgery, he made steady progress and demon­
strated good memory retention. Simultaneously with improvement in dress­
ing skills, Mr. E. made similar progress in ambulation. His general
health improved during this period. Mr. E. was capable of dressing him­
self independently on the fifth session.
Follow-up Evaluation: Four weeks after his discharge from the Medi­
cal Center, a telephone conversation with Mr. E’s wife indicated that the
patient had retained his dressing skills. Mrs. E. stated her husband
dressed himself when she gave him time to do so. She further stated they
would be returning to Iowa the following week. She believed she would be




Mrs. B. was a seventy-two year old widow who made her home with her
The sudden onset of paralysis of the left side of her body duedaughter.
to an infarction at the base of the right internal carotid artery led to
her hospitalization ten days before I began working with her. At the time
of my initial visit, I found her lying in bed with the curtain pulled be­
tween herself and her roommate. She spoke quietly and appeared to be
mildly depressed. She expressed an interest in the dressing program as
it was explained to her. She agreed to become a participant. As we
talked, she seemed to have no receptive impairment. She understood and
responded to questions appropriately and demonstrated the ability to fol­
low instructions. During the evaluation made by her occupational ther­
apist, she demonstrated minimal perceptual impairment in her "Draw a Per­
son" test by drawing a side view of a person with the left arm and legs
drawn in appropriately. I could detect no impairment in the sense of
touch on her affected arm.
The program was discussed by telephone with the patientfs daughter.
Arrangements were made for the daughter to bring a blouse for her mother
to use the following day. The contract form was left at the bedside for
Mrs. B. and her daughter to read over before it was signed. When asked
at what time the following day she would like to begin the program, she
suggested 4 p.m. This, she said, would give her a chance to rest for
a while after her afternoon physical therapy session.
The First Day: When I returned at the appointed time the following
day, Mrs. B. was resting in bed and stated she was simply too tired from
therapy to participate in the dressing program that day. She asked me to
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We discussed anreturn the following morning before she went to therapy.
appropriate time and an agreement was reached for 9:30 the following morn-
Before leaving, I showed her the dressing chart that was made up foring.
She made the commenther and taped it to the wall at the foot of her bed.
that although she had not tried to dress herself since her stroke, she
believed she would have little difficulty in doing so.
The Second Day: At eight-thirty the following morning the nursing
unit was called to find out if Mrs. B. wished to keep the appointment.
The team leader reported that Mrs. B. stated she would be ready and would
expect me at 9:30.
She assisted inWhen I arrived, the nurse was finishing her bath.
helping the patient to sit in an arm chair beside the bed to begin the
Because of poor sitting balance, it was necessary for Mrs. B.session.
to sit in a chair that gave her additional support. Her left arm was
completely flaccid.
With verbal instruction and demonstration, and with much effort on
her part, she was able to work the sleeve up above the elbow of the af­
fected arm. She had no difficulty in placing her affected arm into the
sleeve and in pushing the blouse over her head. Some physical assistance
was required to adjust the blouse into place under her arms. Buttoning
was not attempted on this first day. The time required to complete steps
1-6 was fifteen minutes. She appeared to have good problem-solving
ability but seemed tense throughout the session. She was given immediate
feedback for her efforts and accomplishments and comments were made such 
as, "You are doing a good job” and "Very good!"
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Mrs. I^s physical therapy appointment was for ten o’clock. At 9:45
I suggested that we remove her blouse and then I would take her to the
physical therapy department. As the blouse was being removed, she burst 
into tears. ”1 don't want to do this anymore before I go to therapy. It
makes me too nervous. The main thing I need is to learn to walk. I have
the rest of my life to learn this.”
After she stopped crying, she was asked when might be a better time
for her. She thought perhaps the late afternoon after therapy sessions
were over for the day might be more suitable. I took her to the physical
therapy department and we agreed the next session would be at four-thirty
the following afternoon.
The Third Day: Mrs. B. had rested for nearly an hour from her after­
noon therapy appointment. She seemed happier than was previously noted.
She seemed more interested in proceeding with the dressing program. After
helping her from her bed to a chair and the blouse was taken from the
closet, she laid the garment across her lap and tried to put it on the
conventional way, but failed. I positioned it for her with the collar
next to her abdomen and suggested she try that method. She followed steps
1-5 with verbal instruction and encouragement and required no physical
assistance. It was necessary to help her straighten the blouse under her
left arm where it was binding tightly. She also required assistance in
lining up the buttons with the buttonholes, but was able to successfully
button and unbutton with her right hand without help. Physical assistance
was required to pull the garment over her head. When this was accomplish­
ed, she finished removing it herself. She was given concrete instructions
and praised for her successes at each step, 
laid it across her lap, she smiled broadly.
As she removed the blouse and
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"How do you feel about yourself now?" I asked.
"I thought I did pretty well for a ^ne-hander’!” she answered.
looking happy.
That was a good job.""I think you did well, too.
The Fourth Day: At the appointed time Mrs. B. was sleeping. I
gently awakened her. When she opened her eyes and realized why I was
there, she said she was much too tired from therapy to participate in the
We discussed my coming at 11:30 the next day after shedressing session.
She indicated thathad returned to her room from the morning therapy.
she thought this might be a more suitable time.
The Fifth Day: Mrs. B. was awake and willingly helped transfer her-
She remembered the procedureself into the chair to begin the session.
for placing the garment in her lap with the label facing up and inserting
her affected arm into the sleeve first. Although she had accomplished
this previously, she had considerable difficulty pulling the sleeve over
After trying for about five minutes, she threw theher affected arm.
blouse across the bed and burst into tears.
"This makes me so nervous, I can't stand it!" she said.
She further stated she did not want to try any more that day for
Realizing it wasfear she would be too tired for her afternoon therapy.
frustrating to try to dress with a completely paralyzed arm, I told her
At this point it seemed questionable if there was aI understood this.
suitable time in her schedule and whether she was going to continue the
She suggested we try again in the afternoons after therapiesprogram.
She suggested 4:30 in the afternoon, as this wouldwere over for the day.
give her a chance to rest for an hour after her last scheduled appointment.
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The Sixth Day: At the scheduled time for the session, Mrs. B. was
When she was awakened, she pleaded that I return the next daysleeping.
She explained she’d had a particularly exhausting dayat the same time.
in physical therapy.
On this occasion Mrs. B’s daughter was visiting.The Seventh Day:
This was the first time I had met her. I introduced myself to her, ex­
plained the dressing chart and told her briefly about her mother’s pro-
She listened politely and asked a few questions. She did not ap-gress.
pear to be particularly supportive of her mother’s efforts. She left a
few minutes later. Mrs. B. and I began the dressing session. On this
occasion, Mrs. B. went through the entire procedure with no physical
assistance except for a little help in adjusting the garment around her
left shoulder. Buttoning took her several minutes, but she successfully
completed this step independently. She seemed to be pleased with her
accomplishments. I praised her efforts and expressed pleasure in seeing
her succeed.
We mutually decided that she was capable of dressing herself with
more practice and with minimum assistance. Because of the difficulty in
finding a time suitable to her, we agreed to cease scheduling the sessions.
I told her I would be available if and when she desired further help in
this area.
Evaluation; Although Mrs. B. was praised for her accomplishments
and her dressing chart was kept up-to-date immediately after each dress­
ing session, this apparently did not provide adequate reinforcement for
her to become committed to the program. Her stated main priority while
in the hospital was ambulation. The nervous and physical energy expended
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Nor did her family appearfor this accomplishment left her exhausted.
to give her the support in this project that relatives of other patients
liberally supplied. Her chronic depression seemed to contribute to her
sense of fatigue.
Ten days after the sessions ended, Mrs. B. informed me that she
wanted to work more on learning to dress before she was discharged. She
wanted to review dressing with a blouse and also wanted to learn to put
on slacks. I agreed to help her with this at a future date.
Follow-up Evaluation: Mrs. B. was discharged from the Medical Cen­
ter before I had an opportunity to work further with her. Two days after
her discharge she was contacted at home by telephone. She was living
with her daughter who worked during the day. Mrs. B. stated she was
dressing herself in pajamas, robe and slippers but had not attempted
street clothing at that time. She stated she felt confident she could
accomplish independent dressing in street clothing. The fact that Mrs.
B. had no apparent perceptual difficulties made it likely she could, in­
deed, dress herself independently if she gave herself adequate time to
do so and was persistent in the task.
Case Number Three:
Mr. D. a 59 year old real estate broker from Hawaii, experienced a
left hemiplegia due to right middle cerebral artery infarction while
visiting his daughter in a near-by town. His dressing sessions began
eleven days post-stroke. On my initial evaluation of this patient, I
found him to be alert, cooperative and with a pleasant sense of humor.
He was able to follow instructions, had no apparent receptive aphasia and
The "Draw aappeared to be aware of the involvement of his left side.
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Person" test indicated perceptual distortions in that the image he drew
A major handicap was theresembled a bird more than it did a person.
His attention span was shortpresence of a left homonymous hemianopia.
but recent memory was intact.
The First Day: The patient was able to identify the right and wrong 
sides of the garment without difficulty. I showed him how to place the 
shirt across his lap with the label facing up and with the shirt tail
With the shirt positioned in this manner and with theover his knees.
right hand, he was able to pull the sleeve up over his affected elbow
with verbal instructions only. By repeating instructions several times
for each step, he was also able to complete steps #4 and #5. His short
Fifteenattention span proved to be a major problem this first day.
minutes were required to reach step #5. He was praised at each step for
At this point, his wife arrivedhis effort and for his accomplishments.
That ended the sessions for that day. It was impos-with two visitors.
sible for him to keep his mind on the project with the excitement of
The visitors were jovial, and as the discs were placedhaving visitors.
on his chart, he seemed to bask in the praise they gave him for his
limited accomplishments that morning.
On the second day, Mr. D. seemedThe Second. Third and Fourth Days:
With the exception of positioningto have his mind more on the project.
Thisthe garment, he completed all the steps without physical assistance.
took approximately thirty minutes and required repeating the instructions
several times. His problem-solving ability was good. He did not always
follow the instructions per se, but accomplished the goal in his own way.
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On the third and fourth days, he continued to show improvement, al­
though mastery of the various steps was not always consistent (see chart).
Some return of function in his left shoulder enabled him to adjust the
Finger grasp in the left handshirt by elevating the shoulder and arm.
Buttoning consisted of a one-handed operation.remained weak.
Mrs. D. spent most of her time during the day with her husband. She
She indi-was supportive and was a vital source of encouragement to him.
cated pride in his accomplishments.
Praise was offered Mr. D. for each accomplishment and each effort.
The dressing chart was brought up-to-date at the end of each session.
Both these avenues were sources of positive reinforcement. It was appar­
ent the ability to dress himself was rapidly becoming a potent reinforcer
for Mr. D. When visitors came during the sessions, as they did on two
His attentionoccasions, he proudly demonstrated his abilities to them.
span improved considerably.
The Fifth Day: On the final day of the dressing sessions, Mr. D. was
independent except when verbal reminders were necessary for positioning
the shirt prior to putting it on. It was necessary to remind him to begin
buttoning from the bottom in order to place the buttons into the correct
buttonholes.
In addition to Mr. DTs paralysis of his left arm, hisEvaluation:
dressing ability was further complicated by a left hemonymous hemianopia.
perceptual problems, and initially by a short attention span which im­
proved during the program. Attention and praise were powerful reinforcers
for this man. The dressing chart provided a means for calling attention
to his accomplishments. By the fifth day, it appeared that the ability
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Spontaneous return ofto dress was in itself a positive reinforcer.
function in the affected shoulder made the dressing task easier, 
anxious to complete all aspects of his rehabilitation program so that he 
might return to his home in Hawaii as soon as possible.
He was
A week after his discharge, Mr. D. returned toFollow-up Evaluation:
He visited the nursing station andthe hospital for a follow-up visit.
His wife was supporting his ef-proudly showed off his ability to walk, 
forts to dress himself and stated he was almost completely independent
For this reason.in all aspects of dressing, except for tying shoe laces.
Their plans were to return to Hawaiihe had begun wearing slip-on shoes.
within the next two weeks.
Case Number Four:
Mrs. H., an attractive, alert female, who appeared younger than her 
seventy seven years, developed a left hemiparesis during an angiogram 
when the right carotid vessel was being studied.
impression was that of cerebral infarction in the distribution of the
The stated neurological
right middle cerebral internal carotid system.
Dressing sessions with Mrs. H. began fourteen days after her hemi- 
I found her to be pleasant, alert, cooperative andparesis developed.
eager to participate in the dressing program, 
culty in following instructions and no noticeable sensory or receptive
She manifested no diffi-
Her "Draw a Person" test indicated little or no perceptualimpairment. 
problems. 
drawing.
program and because she seemed to be responsible, her husband was not
Both upper and lower extremities were well defined in the 
Since Mrs. H. had a blouse in her closet to use for the dressing
called before beginning the program.
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The First and Second Days: Mrs, H. appeared to have no impairments
other than her weakened left arm. Her problem-solving ability was excel­
lent . Except for straightening the blouse under her affected arm, she
completed all the steps with verbal assistance and demonstration during
this first session. She was slow in pulling the sleeve over her affect­
ed arm. One-handed buttoning was awkward for her, but with persistence,
she accomplished the feat. Praise for her accomplishments was rendered
at each step. When I placed the discs on her dressing chart, she said,
"I feel like ITm back in kindergarten.” I reflected her remark and
asked her to elaborate.
"I feel so silly. I could dress myself when I was three years old, 
and here I am having to learn all over again at my age. 
ing."
It is embarrass-
I tried to reassure her and remarked that not everyone her age and
younger can learn to dress herself again after a stroke. It was empha­
sized that she was doing remarkably well. She seemed to accept this.
She made similar achievements on the second day. With no assistance
other than verbal reminders, she completed all the steps except requiring
a little tug to help get the blouse over heir head when she removed it.
Mr. H. was present during the second dayfs session. He was a re­
tired rancher who was born in Sweden and had retained his Swedish accent.
He seemed to be in excellent health. Mrs. H. described him as being a
wonderful cook and housekeeper. It was obvious from their conversation
that he was most anxious to have her home. He seemed to feel capable
of caring for her so long as she could walk and dress with minimum as­
sistance. He stated he had been noticing her dressing chart and was 
pleased with the demonstration of her ability.
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The Third and Fourth Days: On the last two days, Mrs. H. was com­
pletely independent in dressing in a blouse. She was slow, particularly
with buttoning, but her persistence led to success. Simultaneously, with
her dressing program, Mrs. H. had spontaneous return of functions in her
left arm, although her fingers remained weak.
She always expressed gratitude for each session spent with her. On
each occasion when I came into the room, she cheerfully helped to get
herself out of bed to sit in the chair for the procedure. Once, when I
remarked about her ready cooperation, she said, "Why shouldn’t I? I want
to learn to do everything I can for myself so I can go home to my husband.”
In addition to dressing in the blouse, on the fourth day she re­
quested assistance in putting on underwear and slacks. She proved to be
almost independent in this area, also. She was satisfied with the fact
that she was capable of dressing and continued to do so until she was dis­
charged four days later.
Evaluation: Mrs. H. had several advantages over the other partici­
pants in this study. First, she seemed to be less severely involved
initially than were the others. She had spontaneous recovery of the af­
fected arm that coincided with the dressing program. She was already
highly motivated to achieve independence in every way she could to hasten
her discharge date. Her husband served as a potent reinforcer with his
supportive, loving concern and non-demanding attitude. I sensed that her
modesty contributed to the motivation to dress herself independently. One
of her earlier remarks indicated she would feel embarrassed if it were
necessary for her husband to assist her with something she felt as personal
about as dressing.
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It was ray opinion that the dressing chart would not have been neces-
Verbal reassurance and praise, along with thesary for this participant.
reinforcement of being able to perform the activity, would probably have
been sufficient positive reinforcers. In fact, the chart probably made
her feel uncomfortable as it drew attention to the fact this was a skill
she had temporarily lost.
Follow-up Evaluation: Three weeks after Mrs. H. was discharged, I
talked with her husband by telephone. He stated she continued to dress
herself independently for a week after she returned home. At that time
she fell and severely injured her back. She was admitted to a convales­
cent home, where she was at the time of our conversation. He stated she
had not been capable of self-care activities since the back injury.
Case Number Five:
Mrs. F. a 44 year old female, developed a spastic left hemiplegia
due to an intercranial aneurysm two years previously. She had been ad­
mitted to the hospital for transfer of the left posterior tibial tendon
and for tendon lengthening to increase her walking ability. Her attend­
ing physician asked me to see if I could help her with dressing training. 
The patientTs husband was contemplating having her admitted to a nursing 
home if she could not achieve some degree of independence in dressing and
bladder control. The nursing staff worked on bladder training while I
attempted to help her with dressing.
The First Day: Initial evaluation revealed Mrs. F. to be rather
child-like. She was able to follow directions fairly well, was aware of
her affected arm, and seemed to have no receptive problem that would
interfere with the dressing program. She gave appropriate but limited
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responses to questions. Her speech was a bit slurred, but understandable. 
The "Draw a Person" test revealed severe body image perceptual distortion.
She drew a head and one arm. Hair covered the face in the picture. Her
attention span was shorter than normal.
When the dressing program was explained to her she willingly agreed
to try it. We began that same day. She could identify the right and
wrong sides of the blouse. With verbal instruction and demonstration, 
she correctly positioned the garment and pulled the sleeve up over her
affected arm. Contractures in that arm made this a difficult task, but
with encouragement and praise she succeeded. She required physical as­
sistance to pull the blouse over her head, to line up the buttons and to
button. With verbal instructions she straightened the blouse, pulled the 
fronts together, unbuttoned it and removed her arms from the sleeves.
This first session was on a Friday. Because of the weekend, I did not
return until the following Monday.
The Second Day: Mrs. F. seemed to remember little from the previous 
A major accomplishment during this session was that of buttoning 
and unbuttoning the garment without assistance.
session.
She had been left handed
prior to the stroke and, for this reason, right handed activities were
more awkward for her. With much persistence she completed the task. She
was praised for her efforts and, particularly, for her success in button­
ing. She seemed to be pleased with her success.
The Third, Fourth and Fifth Days: On each of the succeeding days.
Mrs. F. made noticeable progress. She required either physical or verbal
assistance each time in positioning the blouse on her lap before beginning 
to put it on and had to be reminded to first place her affected arm into
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the appropriate sleeve. She also had to be reminded to gather the blouse
up in her hand before pulling it over her head. Nevertheless, she was
proceeding toward independence in the dressing activity.
On the fifth day, Mrs. F’s daughter came in to observe the dressing
procedure in order that she might help her mother continue working toward
dressing independence. On that last day, Mrs. F. was asked to show her
daughter what she could do. She successfully dressed herself in the
blouse without any physical assistance and only a few verbal reminders.
Her daughter was pleased and happy, and expressed this to her mother.
A copy of the instructions was given Mrs. F’s daughter so that she
might continue helping her mother dress at home. Together we helped her
dress in her underwear and slacks in preparation for her discharge that
day. Because of the cast she was wearing on her left leg, it was un­
realistic to expect her to dress herself in slacks at that time. The
daughter seemed to feel confident that with the instructions, she would
be able to help her mother with this when the cast was removed.
Evaluation: Praise appeared to be an effective reinforcer for Mrs.
F. during her dressing training. The chart served more as an instrument
for the family to measure her daily progress, and then praise her for her
accomplishments that day. Her roommate reported the family studied the
chart carefully each evening. Whether or not Mrs. F. realized that re­
maining out of a nursing home was dependent on her success in dressing.
I do not know. The ability to dress did appear to be a positive rein­
forcement for her, but was secondary to the praise she received. The
nurses on the unit, her attending physician and her family noted her
daily progress and praised her accomplishments. When she was discharged.
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I felt her to be capable of achieving near independence in total dressing 
if given the opportunity to do this herself and if she continued to re-
ceive encouragement to do so.
Thirteen days after discharge, telephoneFollow-up Evaluation:
conversation with her husband revealed that Mrs. F. was continuing to
dress herself at home under the direction and encouragement of her
daughter.
Case Number Six:
Mr. S, a seventy-one year old retired miller, developed a right 
hemiplegia after a stroke due to cerebral embolism nine days after ad-
At the timemission to the hospital due to a myocardial infarction.
of the embolism the patient had expressive aphasia which subsequently
He was referred to me three weeks post-stroke by the occupat-cleared.
ional therapist who was working with him.
AfterMr. S. was resting in bed after therapy when I first met him.
explaining the study he was asked for his reaction to the idea of being
He indicated he was anxious to do everything heincluded in the study.
could to regain his lost function and expressed gratitude for this
opportunity to further increase his rehabilitation.
Although unable to elevate his right shoulder or voluntarily move 
his right hand, he was able to use his left hand to raise his right arm
There was mild sensory impairment in the af-when requested to do so.
On the "Draw a Person" test, he omitted the arms, indicatingfeeted arm.
perceptual impairment. He appeared to have no receptive aphasia. Recent
memory was intact.
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After agreeing on a suitable time to begin the program the following
She was anxiousday, I called his wife and explained the study to her.
to have her husband included and arranged to send clothing for him to
use that evening.
The First Day: Twenty minutes were spent with Mr. S. the first day.
He could identify the right and wrong sides of the garment without dif-
After demonstration he could position the shirt on his lap and.ficulty.
with some physical assistance, he pulled the sleeve up over the elbow
He had some difficulty locating the sleeve for theof his affected arm.
unaffected arm, but then was able to insert his arm through that sleeve
We went through steps 5-8 with my giving himwith verbal instructions.
physical assistance and demonstration. His ability to follow directions
There seemed to be severe perseverationin this task proved to be poor.
in that once he started on a course of action he was unable to stop it
After going through the steps with him, I askedwhen requested to do so.
him to go through the procedure himself as he remembered it. He placed
his unaffected arm into the shirt, threw the shirt over his head and did
not realize he had not dressed the affected arm. He seemed to be em-
He was encouraged andbarrassed when this was brought to his attention.
praised for his efforts. When the discs were placed on his dressing
chart, he was pleased and seemed to be encouraged by the bit he had ac­
complished.
There was some improvement on the second day. WithThe Second Day:
verbal instructions he positioned the shirt properly on his lap, placed
his unaffected arm through the appropriate sleeve, and removed the
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five minutes he tried to button one button, but was unable to do so. A
button hook devise was obtained from the occupational therapy department.
With this, he was able to successfully button his shirt as the garment
was held in alignment for him.
The Third Day: More improvement occurred on the third day. With
verbal assistance he accomplished steps 1-5 and 7. He unbuttoned the
shirt and removed it without assistance. He was unable to lean forward
because of poor sitting balance. It was difficult for him to duck his
head to slide the shirt over his head because of osteoarthritis in his
back and shoulders.
The Fourth Day: On the fourth day, without assistance, Mr. S. pro­
perly positioned the shirt, placed his unaffected arm into the sleeve.
unbuttoned and removed the shirt from his arms. He required varying
amounts of physical assistance for each of the other steps.
The Fifth Day: On the last regular day of the session, Mr. S. per­
formed all the steps without physical assistance except for straightening
the shirt, gathering the shirt in back of his neck to removed it and but­
toning without the assistance of someone holding the front edges of the
shirt together while he used the hook to button. Mrs. S. was present on
that day. It was agreed that she would continue to assist her husband
with dressing. She was given a prepared instruction sheet to use for
this. Gillner’s study (1969) indicates gains made in rehabilitation
require supervised practice and encouragement over a longer time, parti­
cularly in the geriatric patient.
Evaluation: Of the patients included in this study, Mr. S. had most
severe physical and perceptual impairment. His progress was slow, but
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with repeated instruction and his determination, his course was steadily
progressive. All three of the defined positive reinforcers were rewarding
The chart gave him visible feedback regarding his progress.to this man.
He appeared to be grateful and happy when his visitors and the staff
Immediate praise fornoticed his chart and commented about his progress.
The ability to dress him-his efforts and accomplishments was helpful.
self and to see for himself that he was making improvement was rewarding
to him.
Five days after my last session with him, IFollow-up Evaluation:
He told me he was practicing each dayvisited with Mr. S. in his room.
with his wife’s assistance. Fourteen days after the dressing sessions
ended, Mr. S. experienced another myocardial infarction and died. His
wife stated he continued practicing dressing until the day of his death.




Host notable in this study is that all the participants made defin­
ite gains in increasing their dressing skills within the allotted time.
It seems clear that considerable behavioral changes occurred during the
five sessions. Those changes consisted of a change from inability to
dress to ability to dress and varied with the individual patient as indi­
cated by the dressing progress charts. Five of the six participants
actively continued the dressing activity immediately after the sessions
ended, by which time social reinforcers and the self-reinforcement of the
This agrees with Bensberg's find-ability to dress had become effective.
ings (1969) that children are responsive to social rewards.
The most difficult tasks in the dressing procedure were those of
adjusting the shirt comfortably to the body (step #6) and buttoning it
(step #8). Adjusting the shirt was difficult to accomplish with one hand
and was further complicated by inability to elevate the shoulder on the
involved side of the body. Buttoning was similarly difficult to accomp­
lish with one hand and perceptual problems further complicated this task.
The difficulties found in this study differ from the study of Martin et 
al (1971) in which the participants found identification of the right and
wrong sides of the garment to be the most difficult task. The partici­
pants in Martin et al’s study, however, were retarded children, which
differed from the problem in this study.
Mrs. B., the patient who showed the least committment to the program.
did not appear to have the family support that was available to other
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participants in the study. She also appeared to have a lower tolerance
level for frustration than was indicated by the others. According to the
study reported by Bensberg et al (1969) when the tolerance level is ex­
ceeded, frustration and anger result and learning is hampered. Mrs. B.
refused to try further when she became frustrated and angry. Perceptual
problems did not appear to be a significant factor in her situation. The
degree of perceptual impairment played a significant role in determining
the amount of difficulty patients experienced in relearning dressing
skills. These perceptual impairments depended on the severity of the
stroke the patient had experienced and were related to the extent and
location of the cerebral infarction. Two participants had minimal or no
significant perceptual impairment. Those with severe perceptual problems
achieved less independence. A posterior temporal and parietal lobe in­
farction give more perceptual difficulties than does primarily motor strip
involvement (Ruch and Patton, 1965, p. 336, Noback, 1967, p. 232).
The objective measurement utilized to evaluate gains made by the
participants was the dressing progress chart. This chart did not evaluate
other benefits resulting from the dressing sessions. Some of these un­
measured gains included generalized improvement in other areas which were
similar to findings reported by Gillner et al (1969), increased self­
esteem and lessening of depression. An increased attention span was in­
dicated by two participants by the third session. Martin et al (1971)
noted an increased attention span in a study using operant conditioning
in dressing behaviors of retarded children. The dressing progress chart
did not reflect the amount of time required for the activity. Many of
the steps for dressing were more difficult for those patients with severe
perceptual difficulties. For this reason, mastery of these steps for
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those patients with perceptual problems was considerably more significant
than it was for those patients who had little or no perceptual impairment. 
A dressing chart prominently displayed in the patient’s room may be
Mrs. H. (Case Number Four) appeared toaversive for some individuals.
It seemed to serve to further empha-feel uncomfortable with the chart.
Finding those rein­size a problem about which she was self-conscious.
forcers which are rewarding to the individual patient is a key to suc-
For some patients, a graphic display of pro­cessful behavioral change.
gress might serve as a more suitable indication of progress and for re­
inforcement. Ethical considerations include completely voluntary parti­
cipation on the part of the patient to help him achieve his goals. This
aspect was outlined in the patient-nurse contract form in this study.
This study has significance for nursing personnel in various clini-
Operant conditioning can be a tool for active nursecal situations.
participation in helping patients gain self-care skills and hasten the
As Bensberg’s study (1969) indicated, the nurse’srehabilitation process.
job satisfaction is increased as she becomes more effective in the re­
habilitation process. A subjective analysis of the conditioning process
was an increased satisfaction in observing the patients’ improvement.
Recommendations for further study:
It is recommended that a similar control study be undertaken1.
with matched patients, with similar perceptual difficulties
and with similar physical deficits. Such an experiment 
would indicate whether or not the patient’s hospital stay
can be shortened by reducing his disability phase through
operant conditioning.
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2. The optimum time to begin a reinforcement contingency
program could be assessed by a study involving a larger
group of patients with the program beginning at varying
lengths of time post-stroke.
3. An objective appraisal by two individuals at the beginning
and at the end of the dressing program would also help to
rule out the possibility of bias in the study.
4. Follow-up evaluation over an extended period of time would
reveal a continuation or lack of continuation of dressing
practice after the regular dressing sessions ended.
CONCLUSIONS
1. All participants made gains in their dressing skills within
the time allotted for the study. Social rewards appeared
to play a prominent role in helping the participants
achieve these gains.
2. The most difficult tasks in the dressing procedure were
those of adjusting the shirt comfortably to the body
(step #6) and buttoning it (step #8), as explained in
Chapter V.
3. The amount of perceptual impairment may affect the de­
gree of independence the patient is capable of achieving
in self-care activities (dressing).
4. Further study is indicated to determine:
(a) Whether or not the patient?s hospital stay could
be reduced by implementation of a reinforcement
contingency program.
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(b) The optimum time to begin a reinforcement contingency
program.
(c) The length of time the patient continues to function 
independently after the dressing program ends.
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APPENDICES
________________________ s
1. Identify right and
aides. 2. Put shirt on lap, label 
facing up. Collar next 
to abdomen. Shirt tall 
oraped over knees.
Pick up affected hand and put Into sleeve. 
Pull sleeve up over elbow.
3.




the shirt from tail 
Hold gathered shirt up. 
Duck head and put shirt4. Put unaffected hand into armhole. Raise arm out 
and up to push through 
sleeve.
;
6. To straighten shirt, lean 
forward, work shirt down 
over shoulders, reach 
back and pull tall down.
7. To Button - line up shirt 
fronts, match button with 
correct button hole, start­
ing with bottom button
Appendix A
Adapted from Occupational Therapy Department, Highland View Hospital
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CONTRACT OF AGREEMENT FOR PATIENT TO PARTICIPATE IN REHABILITATION EFFORT
The investigator’s purpose in this study is to provide a consistent
program of positive reinforcement to assist Mr.
regain independence in dressing himself. The patient has participated
in defining the rewards which will be given upon completion of each step
outlined in the dressing activity.
, agree to participate in this study.I,
(patient's name)
The procedures have been explained to me. I understand there will be no
discomforts or risks to me as a result of my participation. Instead, I
expect to benefit by relearning to dress myself and thus increase my self-
care independence. I have been given the opportunity to ask questions
regarding the contemplated procedures and I have received satisfactory
I understand that I may withdraw from the studyanswers to my questions.
at any time I so desire without prejudice to me.
I, therefore, give my free and voluntary consent to participate in
the project described above under the supervision of Mrs. Opal Lebo, R.N.,
of the Loma Linda University Medical Center, and in witness thereof I
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ABSTRACT
Medical rehabilitation consists of learning appropriate behaviors
Lack of motivation on the part of therelated to specific disabilities.
patient is frequently identified by health personnel as being a principle
obstacle to the patient’s relearning basic skills necessary for his re-
This study was undertaken to explore the use of operanthabilitation.
conditioning in teaching stabilized stroke patients to dress themselves
Social rewards (praiseand thus, increase their self-care independence.
and attention) coupled with a dressing chart to provide feedback of pro­
gress, were the reinforcers.
A case study approach was used to study six participants who ranged
Each of them had a residual hemiplegia orin ages from 44 to 77 years.
None was capable of dressing him-hemiparesis resulting from a stroke.
Four or five 15-30 minute sessions were spentself prior to the study.
with the participants over time periods verying from seven to ten days.
The time post-stroke rangedEach one could follow simple directions.
All the participants made measurable im-from ten days to two years.
provement during the study.
This study has significance for nursing personnel in various clini-
Operant conditioning can be a tool for active nursecal situations.
participation in helping patients gain self-care skills and hasten the
rehabilitation process.
(1) Matching patients with similar per-Recommendations include:
ceptual and physical difficulties to determine if reinforcement contingency
programs shorten hospitalization; (2) Study a larger group of patients of
varying lengths of time post-infarct to determine optimum time for rein­
forcement programs; (3) An objective appraisal of two individuals at the
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beginning and at the end of the reinforcement program to rule out bias;
(4) Follow up evaluation after an extended period of time to reveal con­
tinuation of dressing practice.
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